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Abstract: Dermatitis artefacta (DA) is a psychocutaneous disorder characterized by self-inflicted skin lesions and frequently
associated with underlying psychological distress. We report a case of a 38-year-old woman who presented with recurrent erythema,
papules, exudation, and severe pruritus involving the head and neck for over one year. The patient was initially misdiagnosed with
atopic dermatitis and treated with immunosuppressive therapy, partly due to overlapping clinical features and the presence of
peripheral eosinophilia, which was misinterpreted as evidence of allergic inflammation. Further evaluation revealed significant
comorbid anxiety, and the diagnosis of dermatitis artefacta was established based on clinical morphology, disease course, behavioral
features, and response to combined dermatological and psychiatric management. This case highlights how nonspecific laboratory
abnormalities, such as eosinophilia, may contribute to diagnostic delay and inappropriate treatment escalation if psychocutaneous
disorders are not considered. Early recognition of dermatitis artefacta and timely integration of psychological assessment are essential
to prevent misdiagnosis and unnecessary immunosuppressive therapy in patients with atypical or treatment-refractory dermatoses.
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Introduction
Dermatitis artefacta (DA) is a psychocutaneous disorder characterized by deliberate, self-inflicted skin lesions that are
typically denied or incompletely acknowledged by patients. It is most frequently observed in adult women and is often
associated with underlying psychiatric conditions, including anxiety disorders, depression, and maladaptive coping
mechanisms.'? Although DA shares overlapping features with neurotic excoriations and factitious disorder imposed on
self,** careful differentiation is essential for diagnostic accuracy. In the present case, the intentional production of skin lesions,
denial of self-inflicted behavior, and the absence of secondary gaining behavior collectively support the diagnosis of DA.
Laboratory abnormalities, including peripheral eosinophilia, may further complicate the diagnostic process. Although
eosinophilia is commonly interpreted as a marker of allergic or immunologic disease, it is a nonspecific finding that may
also reflect stress-related immune dysregulation or coexist with psychocutaneous disorders. Overreliance on eosinophil counts
may therefore reinforce an inflammatory diagnostic framework and contribute to inappropriate escalation of immunosup-
pressive therapy, particularly when clinical features are atypical or treatment responses are inconsistent.

This case is presented to highlight a clinically relevant diagnostic pitfall: the convergence of anxiety-related psychocu-
taneous disease, nonspecific inflammatory laboratory findings, and lesion morphology resembling atopic dermatitis, which
together led to prolonged misdiagnosis and unnecessary immunosuppressive treatment. By emphasizing key clinical and
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behavioral clues and the limitations of laboratory markers such as eosinophilia, this report aims to underscore the importance
of early psychodermatological assessment in patients with refractory or atypical dermatoses.>

Case Presentation

A 38-year-old woman presented to our dermatology clinic with a 12-month history of recurrent erythema, papules,
exudation, and severe pruritus predominantly involving the head and neck. The lesions were well-demarcated and
localized to exposed areas, significantly impairing her quality of life. She denied photosensitivity, occupational exposure,
or recent changes in cosmetics or skincare products.

On physical examination, erythematous patches and papules with exudation and crusting were observed on the face,
scalp margin, and neck, accompanied by excoriations and areas of sharp demarcation (Figure 1). No similar lesions were
noted on non—sun-exposed or less accessible areas. Initial laboratory investigations revealed peripheral eosinophilia,
while other routine hematologic and biochemical parameters were within normal limits.

Prior to presentation at our institution, the patient had been treated at an outside facility. Given the chronic pruritic
dermatitis, inflammatory appearance, and elevated eosinophil count, a provisional diagnosis of severe atopic dermatitis
had been made. Before admission, she received systemic cyclosporine A for approximately a week; however, the
treatment resulted in minimal clinical improvement.

Upon reevaluation at our clinic, the photodistributed pattern and chronic refractory course prompted reconsideration
of alternative diagnoses, including allergic contact dermatitis (particularly airborne or cosmetic-related), photoallergic
dermatitis, photocontact dermatitis, and chronic actinic dermatitis. Skin biopsy and patch testing were considered but not
performed due to patient reluctance, representing a limitation of the diagnostic workup.

During follow-up visits, closer clinical observation revealed repetitive scratching and manipulation of lesions,
predominantly involving easily reachable areas, often exacerbated during periods of emotional distress. The lesion
morphology was inconsistent with classic inflammatory dermatoses, showing sharp borders, variable stages of healing,
and a discrepancy between severe subjective pruritus and relatively limited objective inflammation. These features raised
suspicion for a psychocutaneous disorder.

Figure | Clinical examination revealed widespread erythema, papules, and exudation involving the head and neck regions, with focal crusting and a mild increase in skin
temperature.
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A formal psychiatric consultation was subsequently obtained. The patient met the diagnostic criteria for an anxiety
disorder based on a structured clinical assessment performed by a psychiatrist, with a Hamilton Anxiety Rating Scale
(HAM-A) score of 40. She reported longstanding anxiety symptoms and had not been receiving regular psychiatric
treatment prior to referral. No generalized illness-seeking behavior or external incentives were identified. Taken together,
the intentional lesion production, denial of self-inflicted behavior, absence of pervasive factitious behavior, and clinical
course were most consistent with a diagnosis of dermatitis artefacta.

She reported longstanding anxiety symptoms and had not been receiving regular psychiatric treatment prior to
referral. No generalized illness-seeking behavior or external incentives were identified. Taken together, the intentional
lesion production, denial of self-inflicted behavior, absence of pervasive factitious behavior, and clinical course were
most consistent with a diagnosis of dermatitis artefacta.

Cyclosporine was discontinued, and treatment was adjusted to address both dermatologic and psychiatric components.
The patient was initiated on oral doxepin for its anxiolytic and antipruritic effects, along with topical fusidic acid to
prevent secondary infection. Psychiatric follow-up was arranged. Over subsequent visits, gradual improvement of skin
lesions was observed in parallel with stabilization of anxiety symptoms.

Discussion

Dermatitis artefacta (DA) is defined as a condition characterized by self-inflicted skin lesions in which the patient denies
or is unwilling to acknowledge responsibility for the injury.” This concealment distinguishes DA from other self-inflicted
dermatoses, such as neurotic excoriations, and trichotillomania.® Its diagnosis relies primarily on psychological factors
rather than definitive histopathological or biochemical findings, often necessitating prolonged evaluation. Psychiatrists
may miss opportunities for early intervention due to limited dermatologic awareness, whereas dermatologists may focus
on common dermatoses and overlook psychiatric comorbidity, leading to inappropriate escalation of treatment.
Characteristic lesions of dermatitis artefacta exhibit unusual shapes with irregular outlines and linear or geometric
patterns that are sharply demarcated from the surrounding normal skin. The clinical spectrum may include erythematous
patches, purpura, swelling, blisters, denuded areas, crusts, cuts, burns, and scars.” 1! Notably, these lesions usually do not
evolve gradually but appear abruptly, often overnight, without preceding signs or symptoms. However, previously
published reports tend to emphasize either strikingly bizarre lesion morphology or overt psychiatric comorbidity—
features that may not be immediately apparent in routine clinical practice.

In contrast, the present case illustrates a more subtle and clinically challenging scenario, in which lesion morphology,
distribution, and laboratory findings closely resembled inflammatory dermatitis, thereby delaying recognition of dermatitis
artefacta. Importantly, several clinical “red flags” were retrospectively identified that could have prompted earlier diagnostic
reconsideration. These included sharply demarcated lesions confined to easily accessible areas, fluctuating severity incon-
sistent with therapeutic escalation, a discrepancy between the extent of objective skin findings and the reported severity of
symptoms, and behavioral patterns such as repetitive scratching observed during clinical encounters. Awareness of these
features is critical, as they may provide early diagnostic clues even in the absence of overtly bizarre lesion patterns.®

A further clinically relevant aspect highlighted by this case is the risk associated with inappropriate immunosuppres-
sive therapy in psychocutaneous disorders. In the absence of definitive diagnostic confirmation, systemic immunosup-
pression—such as cyclosporine—may reinforce an inflammatory disease framework, delay psychiatric assessment, and
expose patients to unnecessary adverse effects without addressing the underlying driver of disease. This case underscores
the importance of maintaining diagnostic flexibility and reconsidering the working diagnosis when treatment responses
are inconsistent or paradoxical.

Several limitations of this case warrant explicit acknowledgment. Histopathological confirmation and patch testing
were not performed, which limits the exclusion of alternative inflammatory or contact-related dermatoses. Furthermore,
the diagnosis of dermatitis artefacta relied primarily on clinical pattern recognition and behavioral observation rather than
objective diagnostic markers. While this reflects real-world clinical practice in many psychodermatological cases, it
nonetheless represents an inherent limitation that should be considered when interpreting the findings.

Overall, this case contributes to existing literature by emphasizing that dermatitis artefacta may present without dramatic or
classic features, and that its recognition often depends on identifying subtle behavioral and clinical inconsistencies rather than
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relying solely on morphology or laboratory results. Early consideration of psychocutaneous disorders in patients with refractory or
atypical dermatitis may help prevent diagnostic delay, unnecessary immunosuppression, and prolonged patient morbidity.

Conclusion

This case illustrates the diagnostic challenges of dermatitis artefacta when accompanied by anxiety disorder and
nonspecific inflammatory findings that mimic common dermatoses. Failure to recognize psychocutaneous features may
lead to diagnostic delay and inappropriate immunosuppressive treatment. Early identification of behavioral clues,
cautious interpretation of laboratory markers, and timely psychiatric assessment are essential for accurate diagnosis
and optimal management.
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